are dysphoric and may paradoxically increase anxiety. ' In normal subjects benzodiazepines improve performance under experimental stress but worsen it under conditions of low stress.2 Benzodiazepines relieve preoperative anxiety in patients with high anticipatory anxiety but not in those with low anticipatory anxiety. 3 Thus like 0i receptor blocking agents benzodiazepines require some underlying tone upon which to exert their anxiolytic effects. In general, the greater the anxiety the greater the anxiolytic efficacy.
It follows that most people who take benzodiazepines are anxious. In students a history of prescribed benzodiazepines correlates with a high anxiety trait. 4 Long term users likewise have high scores for neuroticism. 6 These findings apply when benzodiazepines are used both as Withdrawal syndrome with benzodiazepines
The overall incidence of a withdrawal syndrome after long term therapeutic doses of benzodiazepines is unknown. Estimates vary with the population studied, the duration of drug use, the rate of withdrawal, the length of follow up, and the definition. Lader and colleagues reported a 100% incidence: all patients experienced withdrawal symptoms (increased anxiety,
Profiles of dependence on drugs
People who become dependent on drugs are suggested to be two different populations at the extremes of a normal distribution. Those who take drugs for protection are anxious, have high scores for neuroticism (N),46 17 are highly susceptible to punishment,'4 tender minded, and socially compliant.4 Their preferred drugs are benzodiazepine tranquillosedatives, which they tend to take long term in low, prescribed doses. They are sensitive to withdrawal largely because of their anxiety and poor abilities in coping with stress.
In contrast, those who take drugs for kicks have high scores for psychoticism (P),'7 are highly sensitive to reward,'4 impulsive, tough minded, antisocial, and seek sensation.4 '7 
Pharmacological mechanisms
The pharmacodynamic mechanism of benzodiazepine tolerance and dependence is probably homoeostatic down regulation of y-aminobutyric acid and benzodiazepine receptors in the limbic system.28 Once this has occurred, withdrawal of the drug results in a state of underactivity of pathways utilising y-aminobutyric acid with a pattern of unapposed neuronal excitation characteristic of benzodiazepine withdrawal29 and anxiety states."' Similar brain mechanisms mediate the psychological and somatic symptoms of both conditions, which are in many respects inseparable.
Lader notes that even non-anxious people may develop benzodiazepine withdrawal symptoms,20 although they may be less prone to do so.7 There may be a population of stable people who discard benzodiazepines without difficulty when a temporary stress has passed. I suggest, however, that most people who continue to use benzodiazepines are dependent on the drugs for enhancement of the effects ofy-aminobutyric acid. All will suffer withdrawal symptoms unless they withdraw slowly and simultaneously learn alternative strategies of coping. Long term control of anxiety probably requires learned changes in endogenous y-aminobutyric acid transmission rather than the imposition of an exogenous cover up with benzodiazepines.
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is excluded the features associated with dependencehigh dosage, long duration of treatment, and previous dependence on psychotropic drugs-are avoided and the prescription becomes short term, low dosage, and comparatively free of risk ( term prescribing. These drugs should not be given for longer than four weeks; if given for longer they are less effective than antidepressants and psychological procedures such as cognitive therapy and self help packages.'3 They should be confined to short term intervention when rapid relief of anxiety and insomnia is considered to be essential. In making the decision to prescribe benzodiazepines doctors need to diagnose symptoms, circumstances, and person. If they do this successfully they have no reason to fear dependence.
